O ccupational health professionals have long been interested in the complex interactions between the environments in which individuals work and the health of those individuals. Studies of nurses' work environments have focused on staffing, patient outcomes, and work-related injuries. More recently, investigators have emphasized the need to expand studies beyond the current focus on work environments and workplace injuries to studies that shed light on the reciprocal relationships between work environments and nurses' overall health (Killien, 2004; McNeely, 2005) . These investigators challenge the profession's capacity to fulfill its fundamental social compact of caring for the health of the public if the environment in which nurses work negatively impacts their health, or conversely if declines in nurses' physical and mental health negatively impact the overall safety of the work environment for others. The purpose of this study was to examine the relationships among registered nurses' (RNs) ratings of their health behaviors, health status, and professional work environments.
NURSES' HEAlTH ANd HEAlTH BEHAviORS
It might be expected that nurses' health behaviors and health would be somewhat better than the health of the population overall, given the strong health promotion and restoration focus of nursing practice. In a recent publication from the Nurses' Health Study, adherence to lifestyle guidelines (e.g., avoiding smoking, following a healthy diet, engaging in regular physical activity, and maintaining a healthy weight) was associated with markedly lower mortality in a group of 77,782 middle-aged female nurses who were followed for more than 24 years (Dam, Li, Spiegelman, Franco, & Hu, 2008) . Although nurses were recruited for this women's health study, the focus was not on the interaction between nurses' health and their professional work environments, and it is not known how many participants continued to practice nursing over the years.
In earlier studies of nurses' health-promoting behaviors, the findings were mixed. In a study of critical care nurses conducted by Connolly, Gulanick, Keough, and Holm (1997) , Business and Leadership three fourths of the nurses surveyed (n = 127) reported they had healthy lifestyles. Findings from other studies suggested nurses' health behaviors (e.g., weight control, smoking behaviors, seat-belt use, health surveillance behaviors, and alcohol use) and health-related reports (number of hospitalizations, disabilities, stressful life events, and levels of happiness with personal lives and marriages) are consistent with the general population (Haughey, Kuhn, Dittmar, & Wu, 1992; Pratt, Overfield, & Hilton, 1994; Schwartz-Barcott & Schwartz, 1990) . Across these studies, no examination of the effect of work environments on participants' health or the interaction of health behaviors with overall health perceptions and indicators of wellness such as lost workdays was conducted.
NURSES' HEAlTH ANd WORk ENviRONmENTS
One of the few studies that specifically examined the relationship between nurses' health and work environments was conducted in 2007 by the Canadian Institute for Health Information. More than 90% of practicing nurses reported good to excellent general health, and more than 94% reported good to excellent mental health. Respondents had been in the nursing work force an average of 18.7 years. The number of workdays missed during the previous year due to health problems ranged from 13.8 days for RNs to 17.2 days for licensed practical nurses (LPNs). Specific to the work environment, more than one fourth of direct care nurses reported they had been physically abused by a patient in the previous year, and nearly half reported that their jobs were physically demanding. A standard measure of work environment was not reported. Healthpromoting behaviors of nurses were not examined.
Work environments characterized as "stressful" are of particular concern, with a growing body of literature suggesting that stressful nursing work environments have implications for nurses' health and functioning over time (Cheng, Kawachi, Coakley, Schwartz, & Colditz, 2000; Letvak & Buck, 2008; Ruggiero, 2005) , intention to stay in the profession (Letvak & Buck, 2008) , illness and work absence (Michie & Williams, 2003) , and workplace injuries such as back injuries and needlesticks (Clarke, Rockette, Sloane, & Aiken, 2002) . 
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Stress in nursing work environments has been attributed to physical, mental, and emotional work demands in combination with rotating and long shifts and suboptimal relationships with peers and supervisory and health care staff (Bourbonnais, Brisson, Malenfant, & Vézina, 2005; Letvak & Buck, 2008; Winwood & Lushington, 2006) . Long shifts, greater than 12 hours per day (Trinkoff, Geiger-Brown, Brady, Lipscomb, & Muntaner, 2006) , have been linked to illness, work absence (Michie & Williams, 2003) , and increased nurse errors (Rogers, Hwang, Scott, Aiken, & Dinges, 2004) . Sadly, bullying is increasingly reported as a common workplace experience that influences the health and well-being of nurses (Winwood & Lushington, 2006) . Also, mental health problems, including addiction, are common within the nursing work force (Bourbonnais et al., 2005; Crosby & Offer, 1988; Dunn, 2005; Estryn-Behar et al., 1990; Ruggiero, 2005) , with estimates indicating that 20% to 30% of nurses have psychiatric comorbidities (Estryn-Behar et al., 1990 ) and 8% to 10% have addiction problems (Crosby & Offer, 1988; Dunn, 2005) .
Concern over the impact of work environments on nursing turnover, patient safety, and care quality prompted the National Quality Forum to endorse a measure of work environment in its set of nursing-sensitive measures. The Practice Environment Scale of the Nursing Work Index (PES-NWI) is a 31-item scale (Lake, 2002) designed to measure work values related to nursing job satisfaction, perceived productivity, and perceptions of an environment conducive to quality nursing care, but not nurses' health status or health behaviors.
Across this literature, it is suggested that key relationships may tie nurses' health status and behaviors, retention, patient safety, and care quality together. Because nurses' reports of their health behaviors and health in association with their professional work environment ratings have not been well studied, the purpose of this study was to examine the 
Health Promotion Practices
The following definitions describe differences among light, moderate, and vigorous exercise.
Light activities: your heart beats slightly faster than normal; you can talk and sing Moderate activities: your heart beats faster than normal; you can talk but not sing Vigorous activities: your heart rate increases a lot; you cannot talk or your talking is broken up by large breaths using these definitions as a guide, answer the questions below about how physically active are you? (Answer "Yes" or "No" to each) 7. I rarely or never do any physical activities.
8. I do some light and/or moderate physical activities, but not every week.
9. I do some light physical activity every week.
10. I do moderate physical activity every week but less than 5 days per week or less than 30 minutes on those days.
11. I do vigorous physical activities every week, but less than 3 days per week or less than 20 minutes on those days.
12. I do 30 minutes or more per day of moderate physical activities 5 or more days per week.
13. I do 20 minutes or more per day of vigorous physical activities 3 or more days per week.
14. I do activities to increase muscle strength, such as lifting weights or calisthenics, once a week or more.
15. I do activities to improve flexibility, such as stretching or yoga, once a week or more.
16. How many times a week do you eat fast food meals or snacks? (Fast food = McDonald's, Burger King, etc.) __ 1 time __ 2 times __ 3 or more times __ None __ Don't know/not sure 17. How many servings of fruit and/or vegetables do you eat each day? __ 1 serving __ 2 servings __ 3 or more servings __ None __ Don't know/not sure 18. How many regular sodas or glasses of sweet tea do you drink each day? (sweetened with sugar; one glass is an 8-ounce serving) __< 1 glass __ 1 glass __ 2 glasses __ 3 glasses __ 4 or more __ None __ Don't know/not sure Business and Leadership relationships among RNs' ratings of their health behaviors, health status, and professional work environments. The specific aims were to (a) describe RN self-ratings of select health behavior practices, health status, and professional work environments; and (b) examine relationships between RN health and professional work environment ratings.
mETHOdS

Design
A descriptive, correlational design was used to explore the influence of self-reported health variables on four dependent variables: general health rating, number of unhealthy days in a month, number of days in a month during which health limited activities, and work environment ratings.
Setting and Participants
Data for this study were collected as part of a larger quality improvement project that used a survey design to explore factors supporting a healthy work force, healthy work environment, and quality patient care outcomes among 11 affiliated hospitals. The survey was sent to all (N = 9,269) nursing staff (RNs, LPNs, and patient care assistants) at these 11 hospitals. At the onset of the quality improvement project, sites were invited to concurrently participate in this research study so their survey responses could be used for research purposes. Five of the 11 hospitals chose to participate in this research study. The five participating sites had 208 to 1,671 beds and were located in southeastern Minnesota, western Wisconsin, Arizona, and Florida. Table 1 presents characteristics for each of the five sites.
Surveys were returned by 4,125 individuals at the five sites, 3,134 (76% of respondents) of whom were RNs. Only RN participant surveys were included in this study. Of these 3,134 RN respondents, all but two could be included in data analysis. The number of RN respondents from each site ranged from 218 to 2,037. Table 2 presents individual participant characteristics. The specialty areas in which the RN participants worked varied considerably, with the majority being inpatient nurses. Inpatient medical-surgical (32% of participants) and "other" (24%) were the most frequently reported specialty areas, suggesting the category labels may not have been inclusive or descriptive enough for participants.
Participants' average age was 42.2 years (SD = 10.9), and the majority were female (92%), White (96%), and married (73%). The majority held bachelor's degrees (68%), and nearly one third reported holding graduate degrees or having completed some graduate courses. Participants had an average of 16 years of nursing experience, 11 years with their current employers, and 7 years on their current units. Twelve percent held certification in their specialty areas. The majority were employed as full-time direct care RNs (60% to 81%), with the average number of hours worked per week ranging from 34 to 37 (median = 35 to 40 across sites). The latter data point is presented cautiously based on the range of responses, which suggested the question might have been interpreted by some respondents as hours worked per pay period (every 2 weeks) rather than hours worked per week.
Survey
The survey was developed through an iterative process involving a literature review and consultation with experts in nursing research, health behaviors, and survey design. The researchers deliberately merged a number of brief scales or scale items to adequately examine the study concepts, yet limited the number of survey items to avoid respondent burden. The final survey included 16 demographic items, the Healthy Days Core Module of the Health Related Quality of Life (HRQOL-4) instrument, the 4-item version of the Perceived Stress Scale (PSS), 12 items from a published scale on health be- Business and Leadership haviors, 13 investigator-developed items related to worksite injuries and abuse histories (all items included in the Sidebar), and the PES-NWI (Lake, 2002) . Three scores from the HRQOL-4 and the PES-NWI composite score comprised the four dependent variables, while the demographic variables, PSS items, health behaviors, worksite injury items, and abuse history items comprised the independent variables. The dependent variables were also entered as independent variables when they were not the dependent variables in the regression models.
Healthy Days Core Module of the Health Related Quality of Life (HRQOL-4).
The HRQOL-4 instrument (Sidebar, items 1 to 4) was designed by the Centers for Disease Control and Prevention as a tool for public health surveillance (Zahran et al., 2005) . The scale consists of four self-rated items-one general health item with a Likert-type response scale and three items related to number of unhealthy days in the past month. The only summary score used was an "unhealthy days" index, computed by adding together each respondent's physically and mentally unhealthy days, with a maximum of 30 for one person. This summary score, the general health rating, and the number of days that poor health limited activities comprised dependent variables in this study. The HRQOL-4 had moderate to excellent (.58 to .90) test-retest reliability (Andresen, Catlin, Wyrwich, & Jackson-Thompson, 2003) ; validly distinguished groups of patients with fibromyalgia, osteoarthritis, and rheumatoid arthritis; had construct and concurrent validity based on reported health conditions, physical examinations, and other measures in older Canadian patients; 
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and predicted 1-and 12-month mortality, hospitalization, and non-hospital use of health care (Moriarty, Zack, & Kobau, 2003) .
Perceived Stress Scale (PSS).
The PSS was developed to measure the degree to which situations in life are appraised as stressful (Cohen, Kamarck, & Mermelstein, 1983) . The original scale included 14 items, with 10-and 4-item versions subsequently developed, and a 5-point Likert response scale of 1 (never) to 5 (very often). The 4-item version (Sidebar, items 5a to 5d) is appropri- Business and Leadership ate for use in situations requiring a very brief measure of stress perceptions (e.g., when respondent burden must be minimized) (Cohen et al., 1983) . Scores are obtained by reverse coding the positively stated items and then summing across all four items, with higher scores reflecting greater stress levels. Acceptable reliability for the 14-item scale has been reported (.78). The scale has been found moderately related to responses on other measures of appraised stress as well as being predictive of clinical illness and disease (Cohen, Tyrrell, & Smith, 1993; Cohen & Williamson, 1988) . The 4-item version is considered to be sound, although lower internal consistency (r = .60) has been reported (FRIENDS National Resource Center, 2006). Test-retest reliability and predictive validity are strongest over short periods of time. Physical Activity and Nutrition Practice Items. Physical activity was measured using the nine items (Sidebar, items 7 to 15) recommended in the Rapid Assessment of Physical Activity Scale (RAPA), but without the drawings found in the original RAPA. The RAPA was developed by University of Washington experts in primary care. Preliminary validation studies indicated the scale compared well with longer scales (Topolski et al., 2006) . For nutrition practices, three items (Sidebar, items 16 to 18) were taken from a 7-item measure suggested for use in primary care (Glasgow et al., 2005) . No validity or reliability data were available for these three items.
Body Mass Index (BMI), Work Injuries, and Abuse Histories. The remaining items included height and weight (Sidebar, item 6); five items related to history of injuries sustained at work (Sidebar, items 19 to 23); and six items related to history of emotional, verbal, and physical abuse by patients, colleagues, and partner or someone important in personal life (Sidebar, items 24 to 29). These items had not been previously tested and were designed by the investigators with the assistance of survey experts employed by an in-house survey research center. Survey research center staff advised rewording and changing the flow of items, resulting in a revised survey that was pilot tested electronically by the researchers. Time constraints for the larger quality improvement project did not allow for piloting survey items with staff nurses.
Practice Environment Scale of the Nursing Work Index (PES-NWI). The PES-NWI is a 31-item scale that evolved (Lake, 2002) from the Nursing Work Index, which was developed initially as a 65-item scale by Kramer and Hafner (1989) to measure work values related to nurses' job satisfaction, perceived productivity, and perceptions of an environment conducive to quality nursing care. For each of the 31 items, nurses rated the extent to which they agreed that the item was present in their current job on a scale of 1 (strongly agree) to 4 (strongly disagree). Through factor analytic methods, five factors (subscales) emerged within the PES-NWI: (1) nurse participation in hospital affairs; (2) nursing foundations for quality care; (3) nurse manager ability, leadership, and support of nurses; (4) staffing and resource adequacy; and (5) collegiality of nurse-physician relations. Items were reverse coded so that higher scores reflected greater satisfaction. A mean score was calculated for each of the subscales, and a PES-NWI composite score was calculated based on a mean of the five subscale scores. In previous research, the entire tool and subscales were highly reliable at the nurse and hospital levels, with construct validity demonstrated by nurses in Magnet hospitals who demonstrated higher scores than those in non-Magnet hospitals, and confirmatory analyses supporting the five subscales (Lake, 2002 ). In the current study, the PES-NWI composite score with a Cronbach's alpha coefficient of .94 was the primary dependent variable.
Survey Administration
The research protocol was approved by the Institutional Review Board. Following this approval, the survey was converted to an electronic version through the survey research center at the main study site. The chief nursing officer at each site provided a list of eligible nursing staff participants to the survey research center, keeping the study investigators blinded to all participant names. The survey was administered by the survey research center to respondents using a secure internal website to access the online survey. An invitation to participate in the project was sent by the survey research center during the summer of 2005 by e-mail, followed by a second e-mail to non-respondents 2 weeks later. Survey responses were automatically entered into a database (SurveyTracker® E-Mail/Web 4.5 Survey Software for Web Surveys) as respondents completed surveys.
Data Analysis
Descriptive and inferential statistics were computed to meet the study aims. Data were first analyzed by site to search for significant site differences and then collapsed into one sample, with the site entered as an independent variable in regression models. BMI was calculated based on self-reported height and weight. Because many variables were collected on an ordinal scale, Spearman correlations were used to test for univariate relationships among respondent characteristics, work environment, general health rating, unhealthy days during the past month, and days health limited daily activities during the past month.
To arrive at a parsimonious regression model, traditional methods often involve a series of data analytic methods prior to fitting the model. Taking multiple steps to arrive at a final model can result in coefficients that are biased high, confidence intervals that are too narrow, and significance of the predictors that is overestimated (Austin, 2008; Faraway, 1992) . For this reason, bootstrapping was used to improve the stability of the findings. Bootstrapping is a general approach to statistical inference based on building a sampling distribution for a statistic by resampling from the data at hand. When building the multivariable models, 1,000 bootstrap samples were selected with replacement from the complete dataset. For each dependent variable (professional work environment rating, general health rating, unhealthy days, days health limited activities), all variables listed in Table 3 and participant site were entered into multiple ordinal logistic or linear regression models with backward elimination (with the exception of years as an RN due to co-linearity with years worked for employer). For variables to be retained, p values were required to be less than .05. Variables retained in at least 90% of the bootstrapped models 
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were chosen for the regression model with the entire dataset. Independent variables of age, BMI, perceived stress levels, and years worked were entered into the models as continuous variables, and all others were treated as categorical variables.
RESUlTS
RNs' Ratings of Their Health Promotion Practices
Physical Activity Practices. Consistent with Centers for Disease Control and Prevention guidelines for physical activity, seven of the nine items in the RAPA were collapsed into three categories for analysis: rarely or never participate in physical activity, participate in physical activity but less than Centers for Disease Control and Prevention-recommended daily guidelines, or participate in physical activity levels meeting or exceeding Centers for Disease Control and Prevention-recommended daily guidelines. Overall, about 6% of participants reported rarely or never engaging in any physical activities, 45% reported engaging in levels that fall below the Centers for Disease Control and Prevention-recommended guidelines, and about 50% reported meeting or exceeding the Centers for Disease Control and Prevention guidelines. For the remaining two items, slightly less than half of the participants reported engaging in muscle-strengthening activities or activities to increase flexibility at least once per week (Table 4) .
Nutritional Practices. Eightyeight percent of participants reported eating two or more fruit or vegetable servings per day, and 85% reported drinking none or one glass or less of regular soda or sweetened tea daily. Sixty-two percent reported eating fast 
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food or snacks two or more times per week.
RNs' Ratings of Their Health Status
Health-Related Quality of Life Findings. Table 4 outlines the frequencies and percentages for the ordinal-level health-related items on the survey. Regarding the HRQOL-4 items, 79% (n = 3,108) of the RN sample rated their overall health as very good or excellent. The average rating of general health status was 4.09 (median = 4, SD = 0.76). The majority of the participants (47%) reported 0 unhealthy days during the past 30 days. The average (n = 2,810) number of unhealthy days was 4.09 (median = 1, SD = 6.97), ranging from 0 to 10 days. Similarly, 73% indicated 0 days of health limited daily activities. Of those who reported 1 or more days (during the past 30 days) during which their health was not good or limited daily activities, the average number of days was 4.72 (median = 2, SD = 6.56) for unhealthy days and 4.83 (median = 2, SD = 6.16) for health limiting daily activities (n = 883).
Perceived Stress. Frequencies and percentages for the four individual PSS items are displayed in Table 4 . The average rating for the PSS summary score for the sample (n = 3,105) was 4.02 (median = 4, SD = 2.78), indicating overall mild stress levels. The range was 0 to 15.
BMI, Work-Related Injuries, and Abuse Histories. The average BMI was 26.75 (SD = 5.86, median = 25.39, n = 2,927), with 53% of the sample over 25 and 23% meeting obesity criteria (BMI > 30). The most frequently reported work-related injury was back injury (73%), followed by needlesticks (63%). Less than 15% reported repetitive motion injuries, chemical exposure, or other workrelated injuries. Sixty-two percent of nurses reported experiencing verbal or emotional abuse from a patient and 44% from a colleague. Thirty-two percent reported physical abuse by a patient, whereas only 1.4% reported physical abuse by a colleague. Twenty-four percent reported a personal history of emotional or verbal abuse and 10% a history of physical abuse.
RNs' Ratings of Their Professional Work Environment
The participants' average composite score on the PES-NWI was 2.90 (SD = 0.416), with a range of 1.25 to 4.00. Higher scores reflected greater satisfaction. For the five subscales (Table 2) , the lowest average rating was for "participation in hospital affairs" (M = 2.77, SD = 0.498) and the highest average rating was for "nursing foundations of quality of care" (M = 3.04, SD = 0.392).
Summary of Descriptive Findings
Participants reported relatively positive health ratings, a limited number of unhealthy days during the past month, and overall limited perceived stress. Back and needlestick injuries 
as independent variables. Perceived Stress Scale was included as a continuous variable; the OR for this variable represents a 1-unit increase. All other variables were categorical as shown; ORs for these variables were compared with the indicated reference group. Days with health limitations was treated as an ordinal variable with categories 0 days (n = 2,119) and 1-5 days (n = 469) compared with 6-30 days (n = 154) as the reference group.
occurred in two thirds or more of participants; verbal abuse from patients and colleagues was frequently experienced; and 1 in 4 participants reported a verbally abusive personal experience. Reports indicated more than 50% of participants were overweight. Average work environment ratings were positive (2.9 on a scale of 1 to 4).
Relationships Among RNs' Ratings of Work Environment, Health Status, and Health Behavior Practices
Multivariable ordinal logistic or linear regression models were used to examine relationships between nurses' professional environment ratings and ratings of their health behavior practices and health status. Based on the literature and study aims, four variables were selected as dependent: three health-related quality of life scores (general health rating, number of unhealthy days during the past month [physical plus mental]), and number of days health limited activities) and the composite score for the work environment scale (PES-NWI). The health variables also served as independent variables when they were not the dependent variables of focus, with number of unhealthy days split into mental and physical unhealthy days as independent variables. The other independent variables included in the models are shown in Tables 2  and 3 . The only variable not included was hours worked per week. This variable was excluded due to the untrustworthy validity of responses, as indicated earlier. For all independent variables, univariate associations were first examined with nonparametric statistics. Table 3 presents whether the relationships were favorable or not favorable for each of the paired variables. Subsequently, bootstrapped ordinal logistic and linear regression models with backward elimination of nonsignificant variables were employed.
Predictors of General Health Ratings. For general health rating (from the HRQOL-4), seven variables remained in more than 90% of the models: BMI, days of poor physical health, age, physical activity level, perceived stress levels, musclestrengthening activities, and days of poor mental health (Table 5) . General health rating was poorer with greater BMI, more days of poor physical and mental health, older age, lower physical activity, and the absence of muscle-strengthening activities. Work environment rating was not a predictor of general health rating.
Predictors of Unhealthy Days. For the number of unhealthy days in the past month (mental plus physical) (n = 2,712), five variables remained in more than 90% of the models (Table  6 ). These included perceived stress level, days health limited activities, general health rating, age, and history of verbal abuse by partner. More 
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unhealthy days were associated with higher perceived stress levels, more days when health limited activities, poorer general health ratings, younger age, and history of verbal abuse by partner. Work environment rating was not a predictor of unhealthy days.
Predictors of Health Limiting Activities. For number of days during which health limited activities (n = 2,742), only three variables remained in more than 90% of the models: number of days physical health was not good, perceived stress levels, and number of days mental health was not good (Table 7) . More days when health limited activities was associated with more days of poorer physical health, higher stress levels, and more days of poorer mental health. Work environment rating was not a predictor of days when health limited activities.
Predictors of Work Environment Ratings. For the PES-NWI composite score (n = 2,321), five variables remained in more than 90% of the models (Table 8) . These included perceived stress level, verbal abuse by colleagues, participant site, general health rating, and snack or fast food frequency. Work environment (composite) ratings were higher (better) with lower stress levels, no history of verbal abuse by colleagues, higher general health ratings, and fewer snack or fast foods. Site was also a predictor for work environment ratings.
In summary, perceived stress levels remained the one strong predictor of the four dependent variables. A verbal abuse history by colleagues or partners also predicted two dependent variables: work environment ratings and number of unhealthy days.
diSCUSSiON
This study aimed to increase understanding of relationships among nurses' ratings of their health behaviors, health status, and work environment across a multi-state sample of RNs who were primarily female, in their early 40s, moderately educated, experienced, employed 30 hours or more per week, and practicing in a direct care role. A major finding indicated that although the sample of participants reported overall good health with mild stress levels and positive work environments, perceived stress was the one consistent predictor of health, health behaviors, and work environment ratings in the expected directions. As stress ratings increased, overall health ratings and work environment ratings were less favorable. Similarly, verbal abuse, both personal and colleague, was predictive of greater numbers of unhealthy days and lower professional work environment ratings. The unhealthy days total score included more mental than physical unhealthy days, differing from the findings of the Canadian study previously described in which the vast majority of mental health ratings were good to excellent. This may reflect the different time perspectives used-1 month in this study versus 1 year in the Canadian study. Thus, stress and verbal abuse experiences appear to be powerful influences for this group of nurses in terms of their health and work environment ratings.
Interestingly, work environment ratings did not directly predict nurses' health ratings. This contrasts with previous reports of work environments having implications for nurses' health (Cheng et al., 2000; Letvak & Buck, 2008; Ruggiero, 2005) . This inconsistency may be explained by the level of satisfaction with the work environment in this sample of nurses, which was slightly above the average ratings reported in the literature. Alternatively, the work environment measure may not have captured the type of work environment stress experienced by nurses in this study. Instead, the PSS may capture more of the work stress that influences health ratings over time. The latter speculation is somewhat supported by the finding that experiences with verbal abuse by colleagues also predicted health ratings. Moreover, verbal abuse may be equivalent to bullying in the workplace, which has been reported to have effects on the health and well-being of nurses (Winwood & Lushington, 2006) . In this study, perceived stress levels were predictive of the work environment rating and the health variables.
A second important study finding was that although nurses reported overall positive health ratings with nearly half (47%) reporting 0 unhealthy days during the past month, more than half also reported being overweight, with almost 1 in 4 reporting height and weight data that met obesity criteria. Moreover, only about half of the participants reported meeting standards for physical activity levels, two thirds reported back or needlestick injuries, and 62% and 44% reported a history of verbal abuse by patients and colleagues, respectively. Additionally, almost two thirds reported eating fast food or snacks two or more times per week. Snack eating raises concerns because it often means eating at times other than traditional mealtimes and currently represents approximately 21% to 25% of total daily caloric intake. The energy density of snacks has also increased during the past several decades, whereas the energy density of meals has not (Gidding et al., 2009) .
These findings are consistent with previous reports that despite overall positive self-ratings of health status, nurses reported inconsistent levels of recommended health promotion practices (Haughey et al., 1992; Pratt et al., 1994; SchwartzBarcott & Schwartz, 1990) . It has been proposed that such inconsistency may reflect nurses' bias regarding what they see each day in their practices compared to their relatively high functioning status, rather than an accurate assessment of their health status (Schwartz-Barcott & Schwartz, 1990) . Inaccurate personal health assessments might result in increased risk of injury for nurses and missed opportunities for health promotion. For example, working long hours with low staffing may result in fatigue, increased stress, and limited overall energy for self-care, which in turn might result in increased risk of injury (Clarke et al., 2002) .
imPliCATiONS fOR PRACTiCE
It is not clear from this study what specific work environment characteristics are associated with perceived stress levels, which in turn predict Business and Leadership health status ratings. Nevertheless, because stressful work environments have been reported to influence intention to stay in nursing (Letvak & Buck, 2008) , illness and work absences (Michie & Williams, 2003) , and workplace injuries (Clarke et al., 2002) , attention to nurses' perceptions of stress levels will be important for promoting nurses' long-term health outcomes and their ability to remain in the work force for as long as possible.
Nurses' health can be improved by focusing on factors inherent in the work environment that may serve as stressors and possible barriers to selfcare behaviors. Nursing and other health care leaders can help nurses and health planners understand the importance of employee wellness initiatives within the context of providing an optimal healing environment for patient care; more specifically, health promotion programs for nurses within their work settings that focus on stress relief hold promise. Additionally, focusing on nurses' health may influence nurses' morbidity and mortality (e.g., stress, weight, physical activity) and in turn their tenure and retention in the work force.
Workplace redesign might be among the strategies that can support and promote nurses' health, including reducing perceived stress levels (Bourbonnais et al., 2005) . Strategies that focus on reducing the sources of nurses' stress at work and home and that can be built into the work setting and work flow may include conflict management training, assertiveness and mutual respect training, and evidence-based stress reduction interventions such as biofeedback and relaxation techniques. Additional strategies that promote nurses' overall health and well-being, such as easy access to fresh, healthy foods or a quiet place for a power nap, may enhance coping and reduce perceived stress, especially when caring for high-acuity patients and working long shifts.
Although highly informative, the study findings are tempered by methodological limitations. First, as all data were self-reported, a response bias may have occurred whereby only more positive responses were reported (social desirability), especially with a population of employees who might feel restricted in how honest they can be. The actual health of the nurses may be different from what was reported. Second, although the majority of survey items were extracted from previously published research, the overall survey with combined items has not been validated, and some of the items need revision for future study. For example, the fast food or snack survey item was meant to imply unhealthy choices or excess daily calories reflected by the addition of the words "such as McDonald's or Burger King"; however, some participants may have meant they eat snacks regularly, but only healthy snacks. Nonetheless, snacking often results in excess daily calories (Gidding et al., 2009) . Finally, the sample was homogeneous in terms of ethnicity and gender, limiting the generalizability of findings to different ethnic groups or males.
fUTURE RESEARCH
Research is under way to investigate the variables presented in this article, taking into account the limitations of this study. Worksite strategies are essential to engaging nurses in health promotion behaviors, improving their health and strengthing their teaching and modeling for patients. Given that nurses are often the primary health teachers, counselors, and models for patients in need of health behavior change, research is needed that examines the influence of nurses' health behaviors on patients' health behaviors. With the aging population, stressful working conditions, economic stressors, and growing chronic health problems, study is needed of the effects of worksite health promotion interventions on nurse morbidity and mortality, recruitment and retention, and patient outcomes. Such research must also include longitudinal designs.
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1
Stressful work environments reportedly influence nurses' intention to stay in nursing, illness and work absences, and workplace injuries. This study expands understanding of the relationships among nurses' perceived stress, work environment ratings, and health ratings.
2
Perceived stress levels were associated with registered nurses' perceptions of health and work environment ratings. Greater stress levels were associated with poorer health and environment ratings.
3
Occupational health nurses can improve nurses' health by focusing on factors inherent in the work environment that may serve as stressors and potential barriers to self-care.
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